Introduction {#sec1-1}
============

Syphilis is a great mimicker with wide range of clinical presentations. The varied morphology of skin and mucosal lesions can delay diagnosis and treatment. The most common clinical presentation is generalized non-pruritic symmetrically distributed papulo-squamous eruptions.\[[@ref1]\] The less commonly described presentations of secondary syphilis may resemble pityriasis rosea, lichen planus, sarcoidosis, granuloma annulare, and subacute cutaneous lupus erythematous.\[[@ref2]\] Lesions of secondary syphilis mimicking Sweet syndrome has been described rarely.\[[@ref3][@ref4]\] We report a case of secondary syphilis with Sweet syndrome like lesions in an immunocompetent individual.

Case Report/s {#sec1-2}
=============

A 28 year unmarried male presented with reddish lesions over the body since 15 days. He complained of mild fever and pain in the ankle and knee joints. The skin lesions were of varied morphologies which included erythematous edematous papules and plaques with pseudovesicular look on the trunk \[Figure [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}\], annular erythematous to violaceous plaques over face and hair margins \[[Figure 3a](#F3){ref-type="fig"}\], non-tender pigmented annular plaques with collarette of scales over palm and soles \[[Figure 3b](#F3){ref-type="fig"}\], and pale non-tender erythematous indurated plaques with surface erosion over glans and ill-defined scaly lesions on the shaft of penis \[[Figure 3c](#F3){ref-type="fig"}\]. Other mucosa and mucocutaneous junctions showed no abnormality. There were no enlarged lymph nodes. He gave a history of unprotected penetrative sexual contact with commercial sex worker 1 month prior to the appearance of skin and genital lesions. There was no sensory or motor abnormality. On the basis of history and clinical features, clinical diagnosis of secondary syphilis and Sweet syndrome were made. Routine hematological and biochemical investigations were within normal limits. Venereal Disease Research Laboratory test was reactive with 1:32 titer, treponema pallidum hemagglutinition test was positive. HIV, HCV, and HBsAg screening tests were negative. Biopsy from the genital ulcer showed irregular papillomatosis and dense lymphoplasmocytic infiltration \[[Figure 4](#F4){ref-type="fig"}\] and from the edematous skin lesions showed perifollicular neutrophilic abscess with neutrophilic exocytosis along with lymphoplasmocytic reaction \[[Figure 5](#F5){ref-type="fig"}\]. Thus, a final diagnosis of secondary syphilis was made. Patient was treated with single intramuscular injection of benzathine penicillin 2.4 million units after negative skin sensitivity test and was counselled regarding possible hazards of sexual contact with unknown and un-reliable partner along with change of sexual behavior. All lesions healed leaving post-inflammatory pigmentation over 2 weeks. There is no recurrence during the last 9 months follow-up and the Venereal Disease Research Laboratory test became non-reactive at the end of 9 months.

![Erythematous edematous papules and plaques with pseudovesicular look on the trunk and chest](IDOJ-11-409-g001){#F1}

![Close-up view of skin lesions showing erythematous edematous papules and plaques](IDOJ-11-409-g002){#F2}

![(a) Annular erythematous to violaceous plaques over face and hair margins; (b) tender pigmented annular plaques with collarette of scales over palm and soles; (c) pale non-tender erythematous indurated ulcers over glans and ill-defined scaly lesions on the shaft of penis](IDOJ-11-409-g003){#F3}

![Biopsy from genital lesion showing irregular papillomatosis and dense lymphoplasmocytic infiltration \[H and E; 100×\], inset showing lymphoplasmacytic infiltration \[H and E; 400×\]](IDOJ-11-409-g004){#F4}

![Biopsy from edematous skin lesions showed perifollicular neutrophilic abscess with neutrophilic exocytosis along with lymphoplasmocytic reaction \[H and E; 100×\], inset showing neutrophilic infiltration \[H and E; 400×\]](IDOJ-11-409-g005){#F5}

Discussion {#sec1-3}
==========

The incidence of secondary syphilis has drastically increased in the last decades because of emergence of HIV infection and change in life style. There are reports of atypical presentation of secondary syphilis, mostly in association with HIV co-infection. Atypical lesions mimicking other dermatoses can pose a diagnostic challenge for physicians, and there can be delay in diagnosis and treatment of secondary syphilis.

Secondary phase of syphilis is typically characterized by well to ill-defined erythematous non-pruritic papulosquamous eruptions of localized or generalized nature, with predilection for palms and soles. Other rarely described morphologies include nodular, lichenoid, annular, framboesa form, and nodulo-ulcerative lesions (lues maligna).\[[@ref2][@ref5]\] It may be associated with systemic features.

Secondary syphilis with pseudovesicular lesions and neutrophilic inflammation in histopathology has been described rarely, and only one of the previously reported cases was in an immunocompetent individual.\[[@ref3][@ref4]\]

Histology of syphilis lesion with subcorneal and intrafollicular collection of neutrophils is reported in pustular lesions of syphilis, known as syphiloderma pustulosum, characterized by follicular based pustules that heal with crusting and scar formation.\[[@ref1][@ref6]\] In the present case, the edematous papules and plaques mimicking Sweet syndrome also had histological features of irregular papillomatosis, dense lymphoplasmocytic infiltration, and perifollicular neutrophilic abscess with neutrophilic exocytosis along with lymphoplasmocytic reaction. This is interesting as the morphological appearance was different from the previously described lesions and the lesions healed without scarring.

Secondary syphilis is diagnosed on the basis of clinical suspicion because of the presence of characteristic skin and mucous lesions and confirmation by serologic tests that measure nontreponemal and treponemal antibodies. Treatment of choice remains benzathine penicillin G. Our case was also diagnosed from positive serology and was treated successfully with the standard dose of benzathine penicillin.\[[@ref7][@ref8]\]

Sweet syndrome requires to be differentiated from the secondary syphilis with Sweet syndrome like lesions. Diagnostic criteria for Sweet syndrome should fulfill one major and at least 2 minor criteria. Major criteria include abrupt onset of typical cutaneous lesions and consistent histopathology. Minor criteria include antecedent fever or infection; accompanying fever, arthralgias, conjunctivitis, or underlying malignancy; leukocytosis; and good response to systemic corticosteroids with no response to antibiotics.\[[@ref9]\]

Our case had lesions with pseudovesicular look without any frank pustules mimicking Sweet syndrome clinically, but histopathology showed intrafollicular pustules (in addition to lymphoplasmacytic infiltration), and constitutional features fever, arthralgia, and antecedent infection; thus, fulfilling two of the major and two minor criteria for Sweet syndrome. Our case also had annular lichenoid plaques at hair margins and palms and soles, which were clues to the diagnosis of secondary syphilis. The non-tender pale indurated ulcers on the glans along with lesions of secondary syphilis suggest the transition between resolution of primary stage and initiation of secondary stage. Authors postulate the Sweet syndrome like morphology could be owing to endarteritis causing vascular damage and extravasation causing edema on the lesional site.

We report this case for its rare morphological presentation as pseudovesicular lesions mimicking Sweet syndrome clinically and unusual histopathological features of perifollicular neutrophilic abscess. This case is reported to bring awareness among the physicians to the fact that Sweet syndrome like lesions may be one of the varied morphological presentations of secondary syphilis which is aptly regarded as the great mimicker.
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